Introduction
Myxomas are the most common primary cardiac neoplasm. Usually, myxomas originate in the left atrium, and their implantation base is in the interatrial septum [1] .
Large atrial myxomas can produce stenosis or mitral regurgitation. Generally, these mitral valve diseases tend to be reversible and disappear following the tumor resection [2] , however, large myxomas with long-term evolution may permanently affect the mitral valve structure and may cause persisting damage of the valve after complete resection of the tumor [2] [3] [4] .
At the same time, atrial myxomas may conceal or underestimate a preoperative mitral regurgitation, from any cause [1, 2, 5, 6] .
Case report
A 68-year-old woman, without medical history or cardiovascular risk factors, was admitted with exercise-related syncope and dyspnoea which started the previous month. She did not present with nausea, vomiting, sweating, fever or any other symptoms. Physical examination showed a mitral diastolic murmur III/IV without presystolic murmur, without oedemas, skin lesions, or neurological focus.
Transthoracic echocardiogram (Fig. 1A ) revealed a heterogeneous mass of 75 × 52 mm in the left atrium, causing severe functional mitral stenosis without mitral regurgitation. The mass was prolapsing into the left ventricle during diastole. The left ventricular ejection fraction was preserved and there was evidence of severe pulmonary hypertension. The computed axial tomography showed a pedunculated mass on the left atrium, in close contact with the mitral valve annulus and mitral leaflets. It was anchored in the inferior part of the interatrial septum (Fig. 1B) .
Cardiac surgery under cardiopulmonary bypass was performed. The mass, the implantation base and part of the interatrial septum, were resected through the right atriotomy (Fig. 1C) . Subsequently, the septum was repaired with an autologous pericardium patch (Fig. 1D) . The intraoperative transesophageal echocardiogram showed a severe central mitral regurgitation (Fig. 1E ) with annular dilatation (Carpentier type I), thus it was repaired with a rigid mitral annuloplasty (number 30 Physio II ring) by the left atriotomy approach in the same procedure.
Postoperative period was uneventful. At discharge, the transthoracic echocardiogram revealed no mitral regurgitation or stenosis, and the definite anatomopathological exam confirmed the diagnosis of a cardiac myxoma.
Discussion
Left atrial myxomas, especially large ones with long-term evolution, may mechanically affect the mitral valve three-dimensional anatomy, by causing severe mitral stenosis or regurgitation due to a disturbance in the leaflet coaptation surface [1, 2, 7] . In most of cases, after a complete tumor resection, the mitral valve dysfunction disappears [1, 7] .
However, the left atrial myxomas themselves, could cause a permanent mitral valve dysfunction: large myxomas, with a long-term evolution, by Gregorio Laguna et al., Giant left atrial myxoma hiding severe preoperative mitral regurgitation close contact with the valve leaflets, and a prolapse into the left ventricle can produce swelling of the mitral valve, distention or rupture of the chordae tendineae [2, 3] , and also mitral annulus dilatation [5, 8] . In this way, valvular pathology is perpetuated (usually regurgitation caused by annular dilatation or prolapse) after complete myxoma resection [2] [3] [4] .
Obviously, mitral valve dysfunction may be caused by other multiple etiologies like rheumatic disease, fibroelastic degeneration, Barlow disease, among others. In these cases, despite a complete tumor resection, it is hard to confirm the disappearance of valve dysfunction [9] .
Moreover, large left atrial myxomas, may conceal or underestimate a significant preoperative regurgitation from any etiology [1, [4] [5] [6] 10] , because they take up significant space in the left atrium. Myxomas might camouflage an easily hidden mitral regurgitation caused by annular dilatation other than the one generated by a prolapse of mitral leaflets [4] . Some scientific reports show that myxomas with short pedicles and wide implantation bases in lower interatrial septum areas, would easily hide a mitral regurgitation [10] , as they are less mobile and they better resist the direct pressure of regurgitation volume.
Preoperative echocardiogram is essential in assessing the severity and mechanism of mitral regurgitation, however, in the presence of a left atrial mass, the diagnostic sensitivity is much lower [5] .
Several authors have reported the association between mitral regurgitation and myxomas [11] , emphasizing the importance of an intraoperative transesophageal echocardiogram study to discover the mechanism and severity of mitral regurgitation, that can remain after resection of the mass [4, 6, 10, 11] . Persisting mitral regurgitation after resection of cardiac myxoma must be approached concurrently in order to achieve an optimal result, either by repairing or replacing the mitral valve to ensure a good long-term patient prognosis. 
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